I n shared decision-making (SDM) patients are actively involved in decisions with their healthcare provider. 1 SDM was gradually introduced to clinical practice in the 1990s after a decade of increasing patient education and advocacy. 2 The SDM approach is considered a complex intervention and is in the midway of a continuum of treatment decisions where paternalism (i.e. doctors make the decision) is at one end and informed choice (i.e. the patient makes the decision) is at the other end. 3 Charles et al. described one of the earliest models of SDM and highlighted its four necessary characteristics: 4 1. At a minimum, both the physician and patient are involved in the treatment decision-making process.
2. Both the physician and patient share information with each other.
3. Both the physician and patient take steps to participate in the decision-making process by expressing treatment preferences.
4.
A treatment decision is made and both the physician and patient agree on the treatment to implement.
When clarifying treatment options, a healthcare provider explains to their patient that there is often no best choice, that a decision has to be made, and that doing nothing or keeping the status quo could be an option. 1 The risks and benefits of the treatment options including their respective probabilities are outlined, along with exploring the patient's values and preferences. 3 Despite its benefits, Godolphin suggested there is a significant gap between theory and practice and estimated that SDM occurs only about 10% of the time. 5 Clinician, patient and system-related barriers have been described in the SDM literature. 6, 7 For example, a US survey found that nearly all respondents preferred to be offered choices and to be asked their opinions, but half of them preferred to leave final decisions to their physicians. 8 They also found that preferences for an active role increased with age up to 45 years, but then declined.
Compared with younger patients, older patients often take a more passive role in their healthcare decisions.
However, this is likely to change as the baby boomer generation, who may be more consumer-driven and have greater health literacy, takes a more active role in their healthcare. SDM in geriatric medicine may reduce unnecessary investigations, empower older people and assist with the complex decision-making processes. 3 However, there are unique challenges when applying the SDM approach with older people, who often present with multiple medical comorbidities, chronic diseases, cognitive impairment and frailty. Van et al. developed a dynamic model for SDM with elements specific for older patients with multiple comorbidities. 9 These include counselling patients (or the proxy decision-maker) on their most significant health-related problems, the relationship of SDM in advance care planning, the importance of identifying the patient's capacity to make decisions and the values and goals of care. 9 As a dynamic model, the different steps of the model are fluid and participants can move back and forth between the steps in an iterative, ongoing manner: Older people with cognitive impairment are often not involved in decision-making, particularly if they are perceived to have reduced capacity. SDM supports people with reduced capacity to make fully informed decisions by involving the older person to the best of their ability, rather than having decisions solely made by their doctor and/or family. A capacity-adjusted approach to SDM has been proposed for older people with cognitive impairment. 10 This involves (1) inviting support persons to attend consultations, (2) providing tailored decision aids and coaching for patients and families, and (3) integrating capacity-adjusted SDM into the regular workflow. Patient decision aids are a means of supporting people make informed choices; at a minimum, a decision aid describes the decision to be made, the options available, and the outcomes of these options (including benefits, harms, and uncertainties) based on the best evidence. 11 Decision aids can be useful, particularly those that are developed to complement the face-to-face consultation. Take-home decision aids and materials with visual or audio-recorded instruction can also support cognitively impaired older people and their families.
General practitioners (GPs) play a central role in the continuity of healthcare in older people. Trust is important for older peoples' involvement in SDM with their GPs, and a number of factors involved in this process have been identified including the patient factors of self-awareness and self-confidence, increasing healthcare and health-information requirements, vulnerability associated with ageing and increasing expectations of healthcare. 12 Patient-mediated interventions can be helpful to increase patients' participation in SDM. For example, in one study the quality of information physicians given about treatment options improved with patients asking three or four general questions: 'What are my options?', 'What are the benefits and harms?', 'How likely are these?', and 'What will happen if I do nothing? '. 13 Although the adoption of SDM with older people is still in its infancy, 9 Lally suggested SDM with older people could be supported using patient decision aids, developing clinical staffs' skills and encouraging patients to ask questions. 3 Developing patient decision aids for some of the aforementioned POA clinical situations, training clinicians to acquire the competencies for facilitating SDM conversations, 14 and socialising older people in SDM could be some of the initial steps to introduce this patient-centred approach with older people in Australia and New Zealand.
